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Attachment 4.19-A
Page 127(A)
STATE OF ILLINOIS

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPITAL
REIMBURSEMENT: MEDICAL ASSISTANCE-GRANT (MAG) AND MEDICAL ASSISTANCE-NO
GRANT (MANG)

07/99 C. Direct Hospital Adjustment (DHA) Criteria
1 Qualifying Criteria
Hospitals may qualify for the DHA under this subsection C. under the
following cateqories:
a. Except for hospitals operated by the University of lllinois,
children’s hospitals, psychiatric hospitals, rehabilitation hospitals
- -and long term stay hospitals; all other hospitals located in
Health Service Area (HSA) 6 that either:
i were eligible for Direct Hospital Adjustments under the
CHAP program as of July 1, 1999, and had a Medicaid

inpatient utilization rate (MIUR) equal to or greater than
the statewide mean in {llinois on July 1, 1999:

were eligible under the Supplemental Critical Hospital
Adjustment Payment (SCHAP) program as of July 1

1999, and had a MIUR equal to or greater than the
statewide mean in lllinois on July 1, 1999; or

were county-owned hospitals as defined in 89 Il. Adm.
Code148.25(b)}(1)(A), and had a MIUR equal to or
greater than the statewide mean in Illinois on July 1,
1999.

lllinois Hospitals located outside of HSA 6 that have a MIUR
greater than 60 percent on July 1, 1999, and an average length

of stay less than ten days. The following hospitals are excluded
from qualifying from this criteria: children’s hospitals; psychiatric

hospitals; rehabilitation hospitals; and long term stay hospitals.
Children's hospitals, as defined under Section 11.C.3, on July 1,
1999.

lllinois Teaching hospitals with more than 40 graduate medical
education programs, on July 1, 1999, not qualifying in
subsections C.1.a., b. or ¢. above.

Except for hospitals operated by the University of lllinois,
children’s hospitals, psychiatric hospitals, rehabilitation
hospitals, long term stay hospitals and hospitals gualifying in
subsections (C)(1)(a),(b).(c) or (d) above, all other hospitals
located in lllinois that had a MIUR equal to or greater than the
mean plus one-half standard deviation on July 1, 1999, and

provided more than 15,000 Total days.
07/00 D. DHA Rates and Payments

1 For hospitals qualifying under subsection C.1.a. above, the DHA rates
are as follows:

a. Hospitals that have a Combined MIUR that is equal to or greater
than the Statewide mean Combined MIUR, but less one
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STATE OF ILLINOIS

Attachment 4.19-A
Page 127(B)

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPITAL
REIMBURSEMENT: MEDICAL ASSISTANCE-GRANT (MAG) AND MEDICAL ASSISTANCE-NO

GRANT (MANG)
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standard deviation above the Statewide mean Combined MIUR,
will receive $26-perdayfor-hospitais-that-de-not-provide
obstetricat-care-and $115 per day ferhospitats-that-deprovide
obstetrical-care.

Hospitals that have a Combined MIUR that is equal to or greater
than one standard deviation above the Statewide mean
Combined MIUR_ but less than one and one-half standard
deviations above the StateWIde mean Combmed MIUR wm
receive $46-¢ , : e
eare—and $155 per dav far-hosprtais—fhat—do—pmnﬂe-cbstetneai
care.

Hospitals that have a Combined MIUR that is equal to or greater
than one and one-half standard deviations above the Statewide
mean Combined MIUR, but less than two standard deviations
above the Statewude mean Combmed MIUR wnlI receive $89

&1 75 per dav-for-hosgﬂais—that—do—prowde—obstetﬂca!-eafe

7/00Hospitals that have a Combined MIUR that is equal to or
greater than two standard deviations above the Statewide mean
Combined MIUR will receive $186-per-day-forhospitais-that-do
notprovide-obstetrical-care—and $195 per day for-hospitais-that
do-provide-obstetrical-eare.

Hospitals qualifying under subsection C.1.a. above, will also receive the

following rates:
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Hospitals with more than 30,000 Total days will have their rate
increased by $265 $455 per day.

Hospitals with more than 80,000 Total days will have their rate
increased by an additional $410 per day.

Hospitals with more than 4,500 Obstetrical days will have their
rate increased by $110 per day.

Hospitals with more than 5,500 Obstetrical days will have their
rate increased by an additional $375 $185 per day.

Hospitals with an MIUR rate greater than 74 percent will have

their rate increased by $160 per day.

Hospitals with an average length of stay less than 3.9 days will
have their rate increased by $45 per day.

Hospitals gualifying under subsection C.1.b. above will receive the

following rates:

a.
b.

Qualifying hospitals will receive a rate of $330 per day.
Qualifying hospitals with the more than 1,500 Obstetrical days
will have their rate increased by $225 per day.
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Attachment 4.19-A
Page 127(C)
STATE OF ILLINOIS

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPITAL
REIMBURSEMENT: MEDICAL ASSISTANCE-GRANT (MAG) AND MEDICAL ASSISTANCE-NO
GRANT (MANG)

7/00 4. Hospitals qualifying under subsection C.1.c. above will receive the
following rates:
a. Hospitals will receive a rate of $30 per day.
b. - Hospitals located in llinois.and outside of HSA 6. that have a
Medicaid inpatient utilization rate greater than 60 _percent, will
have their rate increased by $60 per day.

c. Hospitals located in lllinois and inside HSA 6, that have a
Medicaid inpatient utilization rate greater than 80 percent, will
have their rate increased by $248 $325 per day.

d. Hospitals that are not located in lllinois that have a Medicaid
inpatient utilization rate greater than 45 percent will have their
rate increased by $35 per day.

e. Hospitals with more than 3,200 Total admissions will have their

rate increased by $125 $175 per day.

5. Hospitals qualifying under subsection C.1.d. of this Section will receive
the following rates:
7/00 a. Hospitals will receive a rate of $45 per day.
b. Hospitals with a MIUR between 18 percent and 19.75 percent
will have their rate increased by an additional $15 per day.
c. Hospitals with a MIUR equal to or greater than 19.75 percent
will have their rate increased by an additional $50 per day.
7/00 6. Hospitals qualifying under subsection C1.e above will receive $25
perday.
6:7. Hospitals qualifying under subsection C.1.a.iii. above will_have their
rates multiplied by a factor of two.
8. Payments under this subsection C. will be made at least quarterly,
beginning with the quarter ending December 31, 1999.
a. Payment rates will be muitiplied by the Total days.
b. Total Payment Adjustments
i For the CHAP rate period occurring in State fiscal year
2000, total payments will equal the methodologies
described above, less the amount the hospital received
under DHA and SCHAP for the guarter beginning July
1, 1999. For hospitals not qualifying for CHAP, DHA
and SCHAP payments for the quarter ending
September 30, 1999, total payments will equal the
methodologies described above.
il For CHAP rate periods occurring after State fiscal year
2000, total payments will equal the methodologies
described above.
ot
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Attachment 4.19-A
Page 127(D)
STATE OF ILLINOIS

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPITAL
REIMBURSEMENT: MEDICAL ASSISTANCE-GRANT (MAG) AND MEDICAL ASSISTANCE-NO
GRANT (MANG)
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Payments under this subsection C that are made to
disproportionate share hospitals in accordance with

Chapter VI.C.7 will be considered to be
disproportionate share payments, except for
.payments made to hospitals as defined in Chapter
X111, :
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